"~ VERMONT

AGENCY oF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http://www.dail.vermont.qgov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

August 21, 2018

Ms. Tonia Trask, Manager
Wintergreen Residential Care - North
540 Town Farm Rd

Brandon, VT 05733

Dear Ms. Trask:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on July
17, 2018. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

‘%J&%Mﬁ

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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AcCENCY oFr HUMAN SERVICES

DepinTvaNT 0F DISABILITIES, AGING AND INDEPENDENT LivInG
Dhivision of Licensing and Protection
B 2 South. 280 State Drive
Waterbury VT 05671-2060
hitp/Awww.dlp. vermont.gov
Survey and Certification Voice/TTY (802) 241-0480
To Report Adult Abuse: (800) 564-1612
Survey and Certification Fax (802) 241-0343
| Survey and Certification Reporting Line:(888) 700-5330

Aungust 1, 2018

Tonia Trask, Manager
Wintergreen Residential Care - Nojjiin
540 Town Farm Rd |

Brandon, VT 05733

Dear Ms, Trask:

The Division of Licensing and Profgir{igh completed a re-licensing survey and investigation of an
incident at your facility on July 17{[2078, Thelpurpose of the survey was to deternrine if your
facility was in compliance with Vepmont Resiflential Care Home Regulations, The survey
statement is enclosed. This survey nw the diost serious deficiency in your facility to be
widespread deficiencies that constiffite o actifal harm with potential for more than minimal hatim
that is not immediate jeopardy. Yo{ffnnust subsnit a plan of correction. Please write/type the Plan
of Correction in the space provided fin dltach 4 separate document. A completion date for each
plan of correction must be indicate '

o

Please sign, date, and indicate your ltle on the bottom of the first page of the report and return
this report to this office no later thafj| Allgust 14, 2018.

Your POC must contain the follow d:

- What action you Wwill take 16 ifrict the Heficieney:

» What measures will be put 111 olace or what qutumc changes you will make to ensure -
that the-deficient practice dodiiifo recur] and,”
s How the corréctive actions willl |be monflored so the deficient practice does not recur,
- The dates correetive action Wil e completed.
S Disability and Aging Services ' Blind and Visually Imparied
2 )14.( yf Licensing and Protection | Vocational Rehabilitation
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FORM APPROVED
Division of Licensing 2nd Protection ‘ ~
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SURFHHERICLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATIONUMIEER: A BULDING: COMPLETED
i c
) 0619 | Ll 071712018
il
NAME OF PROVIDER OR SUPPLIER TREET ADDRESS. GITY. STATE. ZIP CODE
WINTERGREEN RESIDENTIAL CARE - NORTH ‘%?AT\!DD\;: F&‘?BS§§§3
(%4 10 SUMMARY STATEMENT OF DEFICIE ES%{L o PROVIDER'S PLAN DF CORRECTION (x5)
PREFI (EACH DEFICIENCY MUST BE PRECEDEGIHY HiiLL PREFIX (EACH CORRECTIVEACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFC BTN TAG CROSS-REFERENCED TO THE APFROPRIATE DaTE
DEFICIENCY}
R100 Initial Comments: Ri00 | .
An unannounced an-site re-licensurffisin Ey was R S,
-completed by the Division of Licensi %r ‘
Protection on 7/17/18. The survey alih jribludsd ne achion MLU\ T
segulatary raview of a facility mandzien - Sy
. self-raport. There were no violationg |[ietard to the: C’O ﬂréﬁ A\Jﬂc dg‘{ ‘ Q”an’tf l
- facility report. The following violationswyere : —’(Q ‘ (]\\Q
related to the re-licensure survey. - w d \Lé/L C_MQ. ‘(-I?f[ aﬂf)
{mm aAs e
R145 V, RESIDENT CARE AND HOME SHIRVICES | | R145 % 'Qd;} (& ﬁ) .? CJ/\
SH<T | : J\M\(}Q. S oCcuy tor eacn
15.9.0(2) @%ldﬁ-fﬁ«
Oversee development of a written pi oLI care fpr
* each resident that is based on abilitids brd needs ‘Y’ P
. a5 identified in the resident assess it [A plan @ MCL%L;\,V@_S l“t{: wﬂd_D
of care must dascribe the care and Henvies P‘\Q(LQ "‘1‘{) AN "Hr’\L S (,ZOQS(
necessary to assist the resident to Eiptiin
independence and well-being; UF ' (Ju_,( W ‘ l,( IO (T, 'H/\e_, f Y‘(U\a
& LN W L Won-T00ether
This REQUIREMENT i not met as i dinced CLS Cheay ‘1(3(23 CCCL D enSit
Y .
Based on staff interview and record|igviaiy, the C(?LVQ p[@ﬂ (Y G;,[U)(],q %
RN (Registered Murse) failed to asglife that the
care plan for 1 of 3 residents in thej mple was Ll_/p dﬂ«\@_d
updated W include a change in medifial sratus,
(Resident #2). Findings include: - Al |
E A, \ 1 * 3 & J
Fer record review on 7/17/18, Residdht &3 was TY\P (—C\N‘rQ Cc{“ [}e OLd.LmS' Wl ‘
admitted to Hospice Services (5M16/{B14and the Jq) ) W} H
cara plan was not revised at that tinigiip [addres {i(\}\e mﬁ? i {\Cd ﬂﬂ f\\‘b\ bt‘
the changes in physician orders {or ppmiort cars " (,Lﬂ j
and any resident changes in conditight. |[Fer CLO ij
interview with the facility's RN and thig owiner at B
PM an 7/17/18, the current RN was|iiired|lat the Wﬁ CQ(WQC:KXU'Q- OC:h{)"ﬂS
end of June, 2018, and the previousglitN [had no \N W\ C@Y“pl{‘_’)'r]{d kD
revised the resident’s care plan. . m 'Q‘J‘_ VQ) B l
Divisian of Licenelng and Protaction l AN 27y
LABORATORY DRECTOR'S (?RBF'RDVIDEPJSUPF'LIER REPR ! TRTIVES HGHATURE E}é‘%‘é 7 / ,9/( {%6) DATE
STATE FORNI Bww SZRI If cenlinuation sheet 1of §
|
|
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FORM APPROVED
Division of Licensing and Protection
STATEMENT OF DEFICIENCIES - (X1) PROVIDER/SURHIERICLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATIONHYMAER: A BUILDING- COMPLETED
G
0619 - WG 071712018
NAME OF FROVIDER OR SUPPLIER HTREET ADDRESS, CITY, STATE, ZIf? CODE
It 140 TOWN FARM RD
WINTERGREEN RESIDENTIAL CARE - NORTH ﬁRANDON, VT 05733
(X4) ID SUMMARY STATEMENT OF DEFICIENTIES) D PRDVIDER'S PLAN OF CORRECTION (%3}
PREFIX {EACH DEFICIENCY MUST BE PRECEDER Y FLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE © COMFLETE
TAG REGULATORY OR LSC IDEMTIFYING INFORMPINDN) TAG CRDSS-REFERENCED TQ THE APPROPRIATE DATE

DEFICIENCY)

| A0
R150 V. RESIDENT CARE AND HOME SHRM|ICES R150 - SCJ

§5D | T [The achon T orfecthe
59 (7) deficiency 1sthe RN, IS
el | [0 veCor residank Chort

mptns oF Wness, ¢

along with actiph taken;
This REQUIREMENT is not met as fhidiinced | - Qé?uj& 5 ordhe fime. @Jr

! by:

Based on staff in‘cervim_w and rer;_ord Wighy, the ' @QLLLV’M Qﬂ(ﬁ & On W\\l—h

facility RN failed to assure that sympiibing of

ilness or accident were recorded at|ifid §me of a C;‘—\ms —t-a- MQJ] I,LGU.) u_,

occurrence, along with the action(s)|fisden for 2 pf

3 residents in the sample. (Residenf#2 and #3) | &/P"LS & pf()g XLSS f‘[GN{\Q&

* Findings inctude: |

1. Per record review on 7/17418, Regkieql #2's ‘ VVLQUSU\JY\Q,‘) puv_% {ﬂ'{“& P (}(.Q_,_h)

record had a pregress note dated 3{4811H stating

‘Resident Name’ given 2 doses of a|hed IlCatticm in W\(LKQ SUre % A\ ]‘g d@Q,S ﬂ'\“ e

emor. There was no follow up note glsallwhat
action was taken, wiether the residgfit
g

n v oken, whthr the esicftps 0re Yhe RN WU Chacl chiar
;:j\::alrs;edrug féggﬁgnr: aﬁrds?(;r:lﬁo(\]ﬂn ;r u’]c, The . UU wa {_O( D\JPdCt‘U_ld fﬂﬁyﬂ (e
most recent npte in the r.ecord was iy d/8/18, ,l_D (:‘O(:- ﬂ"\'ﬁnﬂf W'H,{ {_CU’S, Dra

no further notas were written. ‘

2. Per record review for Resident #3 gress ma’s % ﬁ’+ ?
note date 4/8/18 stated that the resifiint flad a (i ; . :
and hit h/her head and was sant to (i D for af : 2 - f - Y

evaluation. The resident returned 1o|he fdcil C@ Y}”@ﬂfﬁ UQ aC’hLﬂ § bU L( m

CHity

later the sz ight. > gaid ) i ,
monltwred Moty by +he

v

i

S

safe. The discharge papers from th|fED

instructed staff to make an appointriiint With the lma’n@\-f

primary ¢are provider, There were nigflather '.

prograss notes in the resident’s recdfd [siice thegt

date; there was no evidence of follop { —I_n{:,’ d&z‘ﬂ CU il EC‘\W C)Cﬁ&ﬂg
hefireturn I/U' H b(, Cﬂm,ﬂt@md b{}j

monitoring nor a physician visit 5incg
|

Division of Licensing and Protaction

STATE FORM abes Q7RIS ]QL’%LL&)'}— Ié, ,?C/gnwlmua:mn sheet 20t 8
Ac awd £.20 18 MB) NS
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. FORM APPRCOVED
Division of Licensing and Protection
STATEMENT OF DEFICIEMNCIES (*1) PROVIDER/SUFIRIHRILLEA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AKD PLAN OF CORRECTION IDENTIFICATION [(RUMEER: & Bl COMPLETED
C
619 m B — 07/17/2018
MAME DF PRCVIDER OR SUPPLIER HTREET ADDRESS, GITY, STATE, ZIP CODE
N TERGREEN REsIDENTIAL CaRE -NowTh [ | JEOTORN FARM RO
o SUMMARY STATEMENT OF DEFIGIE $3 1D PROVIDER'S PLAN OF CORRECTION .
PREFIX (EACH DEFICIENCY MUST BE PRECEDENR (| FHLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COWMPLETE
TAG REGULATORY OR LSC IDENTIEYING INFCGRMATIDN) TAG [‘RO!;S-REFERESE'I:EI% sZ?q CT%E APPROPRIATE DATE
R150 Continuad From page 2 R150 Q \L.CM
from the ED on 4/8/18. ﬂl@ a Cﬁm mmn h_) Corrgc_f.—-
The lack of documentation of follow |ip pdtions /
regarding accidents and/or changes|[i fopdition *F}"\ e_ dﬁf{ \ (,LLnC I "7—3 —H’\e Q N
was confirmed and reviewed during |ifkeryiew with ~ ;
the owner on 7/17/18 at 5 PM. (/\I \ k &SSM Yéz’ U%C@I ! 3
Roferalooto R 189 * Bocmesdahon OF traan)
R184 V. RESIDENT CARE AND HOME SERV|CES R164 ']CD( atl nam W\@d ! Ca—H OY\
35=D 4
5.10 Medieation Management - %Chﬂl C l GYLQ a ‘g‘ U.Jéi l a?’
N _ g o T . -
5.10.d If a resident requires medica - Certte ﬂ\g (L” CW{M
administration, unlicensed staff may fdnjnister B . ‘ y
medications under the following corg ibi: ﬁ;ﬂ*’(;{-ﬁ{:, ,

‘ (2) Aregisterad nurse must delegaleyithe L \ P 4 }
responsibility for the administration fifllsprcific n”\,‘f E'N {/LJ‘ H ZQOJP a’ &Ifﬂfj
medications to designated stalf for digsianated
v Wi all ﬁfamm <, NAMES
This REQUIREMENT is ntot met adiv{diinced CL(L‘L‘ZS ‘(ﬁSﬁLS 'f&fi OU»J ‘f’C,(ié?'"
by:

Based on staff interview and record| gy, the =

- facility RN failed to assure sufficient|
documentation.of training for a new ed atiorn eh \SLU’ "Lh f 5 @e ‘:‘)n {-) 6 (?Lf.
Technician, (MT) who was adminj st I 4 ]I :
medications to residents. of the faciliin dufing thg 6y ¢ T 5 5 |
survey. Findings include: CO]/ i ech e aCﬁUﬂS 7on H bé”
Per intepview with the MT who was i nt\i’isterin; ,F)/] OonN \l-'{‘Df@Z +he~ QA“)
medications on the afternoon of 7/ B [s/he i ) 1 . ’/‘
described the process for training tgliid AMT at S O "'H’[ (S d,@él ,/H' Q-:’C(/L .
the facility as follows: the MT stated fhat|she - \ f)
started training hy cbserving anothgtiM T)fat the 1
facility for 1 -2 weeks. (Note: sthe HHH[t met Corrective actions ! I Dey
for spoken with the RN until after t{ll pfkervatibn el
period). The staff member stated thiz thﬁy then CLm p(\_;‘_ed, bq ﬁ'(, q& 8‘{‘ / 5 ,}0/

Division of Ligensing and Protection
STATE FORM i azZRi1 ﬂ) ¢ W g/c;u)/@mmmgm \fFors
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FORM APPRDVED
Division of Licensing and Protection .
STATEMENT OF DEFICIENCIES (1) PROVIDER/SURHHERICLIA X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AMD PLAN OF CORREGTION IDENTIFICATION LI\.ﬁEH. A, BUILDING: COMPLETED
: G
0619 B. WING S . 0711712018
HAME OF PROVIDER OR SUPPLIER TREET ADDRESS, CITY, STATE. ZJP CODE
40 TOWN FARM RD
1 EEN RESIDENTIAL CARE - R i
WINTERGREEN NORTH RANDION, VT 05733
(4 0 SUMMARY STATEMENT OF DEFIGIEWRE D PROVIDER'S PLAN OF GORREGTION (X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDENRY AllLL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE EOMPLEYE
TAG REGULATQORY OR | SC IDENTIFYING INFQ) IM) TAL CROSS-REFERENCED 10O THE APPROPRIATE DATE
- DEFICIENGY)
R164 Continuad From page 3 - R164

did a medication pass with the RN g
then sfhe took a written medication {4k
review of the personnel file for the statf [miember
the medication test had nat been graed (or

signed by the RN on the date taken,|[fih
no svidenge in the file that the RN hg
the staff mernber competent to adm|is
resident medications.

R1849

When the list of madication delegate 4
requestad from the owner, the list pi

The aehon faken o CQ)N’E@F
included a signed dated signaiure o freviow

3 the. dﬁ‘[ucﬂc J 1S he S‘%ﬁ)
e el 0 0N, cnd Mordger are
date of survey. (&(_O(\d a Ch 1 QS n

During interview with the RN and th;ﬁ iier at

4:PM on 7/17/18, it was confirmed t as no o g Q%ld& " CQ(‘LC |‘ﬁm Suc

RN signature nor date the test was ¢fing Lted

and no wrilten information available ki as b(,H” n@+ l H’ﬂ f‘]'@d TD 'F&Q_DS

;rt\:;dflcatlor; de!_?_ﬁé;tg);wrga&n};g g)rovt: i i liéis & + —(Z/-L \L

memper ad no Viled & ip Ve

AR [oudic o [0, (Ter o U e
it Jupe. ° Q lé’M l'h w{wﬂe p’C)&“rQQE;‘ ﬂO‘I-QLS}

qﬁélig V. RESIDENT CARE AND HOME & CES R18% i

= | L0 ures pod irfo Place sc
5.12.b, (3) | Hr\{ & dﬂ@b /H— teCLL Aie-+thet

Was

&

F

=

~

\J

For residents requiring nursing care| fiigl ing H’
nurmgg owﬁrv:ew or TedICStIOT margg tm, thi ’ | ﬂ/\(}-‘n(}-g(?ﬁ( (/U ” C[ILC CK Cha
record shall also contain: initial asselfimaint:

annual reassessment; significant chg e ﬂD‘(‘eS LU@_@ EJ’U fD{ U Pdﬂ,\wd/
assessment; physician's admission gtatlathent

and current orders; staff progress ngfed iHcluding (’_l OC(}L ’Mﬂ/f (}’\ ”r\ QOW
changes in the resident's condition 20k [afition

taken; and reports of physician vigits ig+ad WM)LQ»S

telephone arders and treatment doclih B

ation;
e : e et £.20 1 mp )t
Division of Licensing and Protection 7 7 -

STATE FORM Basa SZRI

I continuptliny shest 4 of 8
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. FORM APPRQVED
Division of Licensing and Protection . o
STATEMENT OF DEFICIENGIES (%1) PROVADER/SURRIIERALLA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECGTION IDENTIFICATION B Er: A BUIDIKG: COMPLETED
; C
0619 B. WING 071712018

e

NAIiﬂE OF PROVIDER OR SUPPLIER

WINTERGREEN RESIDENTIAL CARE - NORTH

[TREET ADDRESS, CITY, STATE. ZIP CODE

q
540 TO\WWN FARM RD
HRANDDN, VT 05733

to state what action was taken, whe
resident was monitared for signs an
symptoms of an adverse drug reactj
how fong etc. The next progress not;
record was from 4/8/18, and docum
with a potential head injury. There wg
up note for this accident in the recortj
been no further progress notes writt
resident since 4/8/18.

2. Per record review for Resident #3
note dated 4/8/18 was a follow up to
resident sustained on 4/7/18. The re
found on the floor in their room and $
ED for an evaluation. The follow up
4/8/18 was the last one writien a5 of
survey 7/17/18. Thare were no prog
sinca that fime to document the resi
status and whether any changes had
There was no evidence of a new fall
with the most recent dated 2/1/18.
The lack of documented follow up off
andfor changes in condition and lack |
recent progress notes from the prey
months was confirmed and reviewed
interviewy with the owner on 7/17/18 &

oy ee]

(%4} 1D SUMMARY STATEMENT QF DEFICIENIIES D PROVIDER'S PLAN DF CORRECTION (*5)
FREFIX (EACH DEFICIENCY MUST BE PRECEDED KV FIfLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
Tas REGULATORY OR LSC IDENTIFYING INFCHMATItN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
R189 Continued From page 4 ~ Risg ﬁ-l %7/ q
and resident plan of care. ] K [
. ) od— N C I I
This REQUIREMENT is not met as |gvidénced (/@. vy efﬁ De- @d [ O%S W~ 0
by: _ . N h'
Based on staff interview and record fivielly, the ba_ mo N 9 m’{_
facility failed to assure that the recordlf foil each . h .
resident included staff progress notasl| intluding RI\} ;"Yld n‘l(“ "-U) to ng [L +
changes in condition for 2 of 3 residelts i the P ]()
sample. Findings include: \‘_ffﬂ ! PQ,{ (,hcc ¢
1. Par racord review on 7/17/18, Resifiani#2's | . fe_CL,U‘/
record had a progress note dated 3/HH/1 $| stating
‘Resident (name) was given 2 doses if | “} )
medication in error’; there was no fo note "D'\_e OLQL‘LQ (, C‘ VT @ (_.—‘h DQ’/

\S C[u%uﬁ-l*ja L)O’g/

curreng
med.
Smeant

ridents i
<1 4

uriflg
AM. A ﬂ’v‘—r.,f R.20. < /\MS,/G‘/,

Givisian of Licenaing end Protection
STATE FORM

205 9ZR111 It continuation sheet 5ot @
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! FORM APPROVED
Division of Licensing and Protection -
STATEMENT OF DEFICIENGIES (X¥) PROVIOER/SUPHRIERNELIA (X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFICATION MEER: A BUILDING: COMPLETED
C.
0619 , BWING 07/17/2018
NAME QF PROVIDER OR SUPFLIER EHTREETF DORESS, CITY. STATE, ZiP CODE
i F.
WINTERGREEN RESIDENTIAL CARE - NORTH E?AT'%‘;: 3?“;5223
(%4) 1D TSUMMARY STATEM l;'.NT OF OEFICIEIHER D - PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEEICIENCY MUST BE PRECEDED FHLL PREFIX {EACH CDRREC:T!\J'E ACTION SHOULD BE CDMF:;.ETE
TAG REGULATORY DR LSC IDENTIFYING INFCMATHDN) TG CRGSS-REFERE&E;&TEON r;r\l;ilE APPROFRIATE oA
R139 Continued From page 5 R189
Refer alsa to R 150, 42 95 q !
R259 Vii. NUTRITION AND FOOD SERVE - R25%9
= 1| e ackon douen-to Correl
7.3 Food Storage ahd Equipment ‘ ”H’\e CM"FK_LQ“C l E’ WQ
7.3.1 Paisonous compounds (such agjckedning % “ QCLU‘Q-’
orotiucts and insecticides) shall be | eliE for CICA (/U' \ IS
easy identification and shall not be gjpredlin the p P e
food siorage area unless they are si fd na ! 0 IS] (,W\OW\S CM/Y\ D U Q
separate, locked compartment withiff|iffeifood | l d
storage area, b C_ ‘(J}_ “q +he C” i OS Q @ﬂ
This REQUIREMENT is act met agividiinced | | ﬂOJF near a/ﬂj 4 oo 0‘ Sb( C&
by:
' Based on observation and staff intefiflem)| the |2
facility manager failed to assure thafpdigbnous ' > fa) [ = l A
compounds/chamicals were stored Jiid s pafatia M&SKU{\ 2 p W Lmu p GC@
locked compartment in the food stofige ‘{ma_
This finding had the potential to affeq) fegidents pof! Ci)f@,f T]f\e m&n@g@ r- LU i !
. the facility. Findings include: i O
. POSE (. femiacle s for Std
Per ohservations of the kitchan and|fBqd storage tD {.
areas adjacant to the Kitchen on the inaiging IOC CL,P CL[/L PO On UL
" 7117118, poisonous compounds inciidi ’ OLS
and clothes detergent were stored C P \{‘
the same area with canned and drig¢ C{[—)r{g ‘/_C{'A/nd i mmecm {/ , C
Regulations require that poisonous _L ,{S [C\ +
may only he stored in a foad storag ) L Ou [/trH h }[L
separate locked compartment. The —\"ﬂ: \ v
acknowladged the arror in storage 4 1 n t’ﬂ Dﬂ 6&{ j p( @(-CL
observations. ' N oocesidenthal Care name
R302 IX. PHYSICAL PLANT R302 Srn \
e Correciove ﬂée%mr@g oY
i S .“\ \ AW
2.1 Disaster and Emergency Prepk DL (NON m(\Q 460 \&3 ’ .
| S
o | e e €lac /) MR )¢ 2%
Divisien of Licensing and Protection [ : ¥ ki
BTATE FORM d e GZR11 it continuetion eheet 6 0F8
i
\
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FORM APPROVED

LS

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUP ERAfLA (%2) MULTSPLE CONSTRUCTION - {X3) DATE SURVEY )
AND PLAN OF CORRECTION IDENTIFIGATION RUMBER: A BULDING: § . COMPLETED
C
] 0619 B ES. — 07117/2018
MNAME OF PROVIDER OR SUPFLIER (REET ADDRESS. CITY. STATE. ZIP GODE
0 TOWN FARM RD
WINTERGREEN RESIDENTIAL GARE - NORTH NDON, VT 05733
(%2) 10 SUMMARY STATEMENT OF DEFICIENGIES [} PROVIDER'S FLAM OF CORRECTICN )
PREFIX (FACH DEFICIENCY MUST BE PRECEDE K L PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFQ A i) TAG - QROSS.REFEHEE&EETES'T%EAFPHGPRMTE_ DATE
L =]
R302 Continued From page 6 R302 | C@ﬁ -\- a, &S q
9.11.¢ Each home shall have in effeqll @
available to staff and residents, writtd | cclJ ies of ’n\;e C\,C,t?\(_ fofLC:’ﬂUQ ad\ DY
a plan for the protection of all personiglin the ) “\ V{Qd b
event of fire and for the evaruattlnn 'ﬂ.’l' ;ilding ‘ : bU LL b Q CQ m P Q \‘
when necessary. All staff shall be ingfustid g/
periodically and kept informed of the uijes \ < AU—8US+ , 5) 9D I .
under the plan, Fire drills shall be co don | . 4
at least a quarterly basis and shall rotite times of
day among morning, afternoon, eve Hnd . =
night. The date and time of each drill ih{ tihe R 5 O
names of participating staff memberg|thall be N
docurmented. ﬂ ’\'k' O\. (__A—\ N -—}—O Y Q ﬂ +D
5
Coy (oot the cleticiencl
This REQUIREMENT is not met as g¥iddiced
e T 'thh 1St aSswre Fue drdls
ased on staff interview and record gliew the
facilily failed to assure that fire drills Y 15 TR YIE: &;{— Q&_‘t—.—
conducted at least quarterly and werg tiﬁd to C Q %ﬂ(iué»j@d Lp-
include the required times of the day liRGlliding “E m ' Z )
morning, aftemoon, evening and nlg ki <. (iu CU 1{ rOJf'a,
Findings include: m r Cﬁ ‘{} Qf”//
D m ? naon, ev
Per roview of the fire drilts conducted [{ih e
previous 12 month period, there had [Hiper|ho fire MCL n JVHth HQQ‘S)
drill conducted during the night time hadurs| The :
omission was coenfirmed during interdiiv with the
owner oh 7/17/18 at 4:30 PM. T WCLSLLV‘QS PLLJF Uq l'D p CQ((&J
R999 MISCELLANEOUS ross |5 O POStH AoieS +hma3
§3=C .
4.14.f The home shall make availablgfwgitten ﬁ*( g UCU\!“QJ— f/ﬁw drl “S
reports resulting from inspections regdy
availatle to residents and to the publ|gli Lplace _ V\I‘ h 4 f il C}, l ’ 't'CH‘LF \H’ Q\Sidﬂms
readily accessible lo residents where|[lldMiduals- Dy r -
wishing to examine the results do not i \;H to ask CCN\ ( @ad r{‘ dl ()at_ l‘(j a
to see them. The home must post a matipe of the .
availability of such reponrts. If a copy igrdoNested i ) :
_ ’ = D anp) €20 8 pR[@
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armd the home does not have a copy

include:

during the re-licensure survey, the ha

interested residents and the public.

home must inform the resident or mgf
public that thay may request a copy i
licensing agency and provide the adgfj:
telephone number of the licensing agH

Based on observation and staff interyii,
home failed to post and provide a req
available copy of the most recent st
for residents and the public to read. Fj

. ) 1
Per observations on the morning of 1

posted a copy, hor a notice of the avgy
the most recent survey repdrt for intg
residents and the public to read. Duriily [i
at the time of the observation, the ow I

confirmed that s/he had not been awg
requirement to post, or have readily &
notice of the survey results for review|d
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lS> Pugust(3,20) %

i O : ‘« : 1 | .
%\w}f %cj(f‘a(‘zh ve _ ACHOAS
PALAS L

o3 PLE— iR placa
Se -this doesit recur og..
Post+ all or'dten veportd
ftom  Spections read Iy
avoc\ab\e 1o residoms
NG Ao Ave publie,

W iSh ﬁq & exXamine-He

| feSuNS,

|: pe nat? 201 m,g/(\//

s
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